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httpEarly aneurysmal degeneration of femoral vein
conduit used for aortoiliac reconstruction in a child
Zakariyae Bouziane, MD, Nicla Settembre, MD, PhD, and Sergueï Malikov, MD, PhD,
Vandoeuvre Les Nancy, France
We report the case of a 14-year-old boy who underwent an aortobi-iliac bypass with a femoral vein graft. The patient
presented with early aneurysmal degeneration of the entire venous graft only 11 months later. He was treated successfully
with redo abdominal aortic surgery and a bifurcated Dacron graft. (J Vasc Surg Cases 2016;2:105-7.)Femoropopliteal veins are a widely accepted conduit of
choice for in situ reconstruction in patients with aortic
infective disease because of their good long-term patency.
Although dilation of venous segments may be seen over
time, it is a seldom addressed issue.
We report the case of a 14-year-old boy who under-
went an aortobi-iliac bypass with a femoral vein (FV) graft.
The patient presented with early aneurysmal degeneration
of the entire venous graft only 11 months later, requiring
a redo abdominal aortic surgery and grafting with a
bifurcated Dacron prosthesis.
Consent was obtained from the patient and his mother
to publish this case report along with the images.CASE REPORT
We report the case of a 14-year-old boy who at the age of
3 years underwent abdominal neuroblastoma resection. This inter-
vention was complicated by abdominal aortic injury, requiring a
patch aortoplasty. The patient remained well for 10 years;
he then began to have exercise-induced fatigue in his lower
extremities.
The familial history is unremarkable aside from a history of
bilateral saphenous vein stripping in the mother for lower limb
varicosities. Routine physical examination revealed a bruit and
thrill in the midabdomen and diminished femoral pulses. Abdom-
inal ultrasound showed infrarenal aortic stenosis. The ankle-
brachial index at rest was as follows: right, 0.8; left, 0.75. The
exercise ankle-brachial index was as follows: right, 0.72; left,
0.64. Diagnosis of infrarenal aortic stenosis was conﬁrmed by mag-
netic resonance angiography showing severe stenosis of the distal
abdominal aorta (Fig 1).the Vascular Surgery Department, Nancy University Hospital.
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young patient, we decided to perform an aortobi-iliac bypass
with FV graft.
A lower limb venous ultrasound examination was carried out
to check the safety of the venous system. This examination showed
patent femoropopliteal veins with no superﬁcial venous insufﬁ-
ciency and a maximal FV diameter of 7 mm in both legs.
The patient was approached through midline laparotomy.
After exposure of the infrarenal aorta and its bifurcation, the left
FV was harvested for a length of 22 cm. The venous graft was anas-
tomosed end to end with the aorta in a reversed fashion. We then
performed a sequential grafting with a side-to-end anastomosis on
the left common iliac artery before the graft was sutured distally
with the right common iliac artery in an end-to-end fashion. The
patient was discharged on postoperative day 8 after this aortic
reconstruction without any complications.
During follow-up, abdominal ultrasound showed at 3 and 6
months a steady graft expansion with a diameter measured, respec-
tively, at 12 mm and 23 mm. Eleven months later, computed
tomography angiography with three-dimensional reconstruction
showed a uniform dilation extending along the entire venous graft,
having reached a diameter of 33 mm, mimicking a real aortic aneu-
rysm (Fig 2).
This inexorable graft expansion prompted us to intervene. The
patient had a redo aortobi-iliac bypass through a midline and trans-
peritoneal approach, using a Dacron bifurcated graft, with an
uneventful postoperative course.
The pathologic ﬁndings revealed a general ﬁbrous thickening
of the vessel wall without inﬂammatory pattern; the intimal layer
was well individualized. The elastic ﬁbers of the tunica media
were not found by using the Weigert elastic stain.
At 1-year follow-up, the patient is still doing well.
DISCUSSION
The femoral-popliteal vein is now well established as a
reliable alternative conduit in aortoiliac arterial reconstruc-
tion, especially in infected ﬁelds.1,2 Beyond the septic
context, aortoiliac/femoral reconstruction using FV
has been reported to be far more durable than with
prosthetic grafts.
Clagett et al,1 in a series of 41 patients, emphasized the
excellent long-term patency of the FV graft with a cumula-
tive patency rate of 100% at 5 years. Jackson et al,3 in a
case-control study, demonstrated the superiority of FV105
Fig 1. a and b, Abdominal magnetic resonance angiography showing tight stenosis of the terminal abdominal aorta.
Fig 2. Computed tomography angiography three-dimensional
reconstruction: diffuse aneurysmal dilation of the aortobi-iliac
venous graft.
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younger than 55 years treated for aortoiliac occlusive
disease, with a patency rate at 5 years of 100% vs 50%,
respectively. On the basis of these results, the authors
recommended that use of FV as arterial conduit may be
considered in young patients. Mindful of this, and to
achieve a vascular reconstruction with the most durable
patency, we considered the FV graft as the most suitable
material in our 14-year-old patient.
Although there are several reports of aneurysmal
dilation of saphenous venous graft used in arterial recon-
struction,4,5 there are only two case reports in 49- and
56-year-old patients with FV graft aneurysmal degenera-
tion6 that developed, respectively, 5 and 3 years after the
arterial reconstruction.
Surprisingly, none of the large series assessing the
long-term results of the FV as an aortoiliac/femoral graft
has pointed out this issue as a possible late complication,
including those with a follow-up period as long as
10 years.1,7 True vein graft aneurysms appear to be
atheromatous in origin and tend to occur late, generally
>1 year after the revascularization. The atheromatous
process is potentiated by hyperlipidemia and smoking.
True vein aneurysms may occur as well at areas of weak-
ness of the graft wall, near valves or areas of trauma to
the vein graft.
However, our patient was only 14 years old, with
no cardiovascular risk factors, and no areas of wall
weakness of trauma could explain the development of
the aneurysm because it was uniformly affecting all the
venous graft.
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degeneration of saphenous vein grafts placed in various
arterial beds is known to occur in children.
According to Stanley et al,8 nonaneurysmal saphe-
nous vein expansion, averaging 18%, occurred in 45%
of grafts used for aortorenal bypass graft in all age
groups, with a greater degree of expansion affecting
younger patients. They stated that this aneurysmal
expansion tendency of venous conduits in the young
may have biologic explanations, with differences in
the arborization of the vasa vasorum, resulting in a
greater ischemic insult to the graft during its harvest
and implantation.9
In a similar setting, Berkowitz and O’Neill10 cited a
33% incidence of aneurysms in unsupported saphenous
veins in pediatric aortorenal bypass grafts.
However, in these series, no case of arterial grafting
with FV was performed. We can only speculate about this
graft’s behavior compared with the saphenous vein as far
as the pediatric population is concerned.
Our case is, to our knowledge, the ﬁrst to report an
early aneurysmal degeneration of the FV graft only
11 months after the aortic reconstruction in a child.
Except for the situation of arterial infection, use of the
FV as a conduit for aortoiliac reconstruction should be
considered with caution in the pediatric population.REFERENCES
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